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CLIENT INFORMATION AND INSURANCE REGISTRATION  

 
 
First Name:__________________  M.I.:___ Last Name:____________________________ 
 
SS#:______________________               Birthdate:_____________________ 
 
Address:_____________________________________________________________  
 
City:____________________              State:______                    Zip:___________ 
 
Tel: Home: ________________________            Okay to leave message? (Circle one)   Yes       No  
 
Tel: Work:______________________Ext____   Okay to leave message? (Circle one)   Yes       No 
 
Tel.: Cell______________________________  Okay to leave message? (Circle one)   Yes       No 
 
Which number do you prefer us to call and leave message? (Circle one)   Home   Work     Cell 
 
Employer:_________________ Address:_______________________________________ 
 
 
 
 

INSURANCE INFORMATION 
(Complete the following if using insurance benefits) 

 
Insured’s First Name:_______________ M.I.:___ Last Name:_________________________ 
 
SS#:____________________        Birthdate:_______________________ 
 
Address:_______________________________________________  
 
City:______________ State:_____ Zip:___________ 
 
Home Phone:_______________ Relationship to Patient:__________________ 
 
Employer:___________________ Address:____________________________________ 
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PRIMARY INSURANCE: 
 
Insurance Company:__________________ Address:_______________________________ 
 
Insured’s ID#:__________________________ Group/Plan#:_______________________ 
 
Phone #: __________________ 
 
 
 
SECONDARY INSURANCE: 
 
Insurance Company:________________ Address:_________________________________ 
 
Insured’s ID#:______________ Group/Plan #:_____________ Group Name:____________ 
 
Phone: ____________________ 
 
 
 
 
I authorize the release of any medical or other information necessary to process this claim.  I also 
request payment of government benefits either to myself, my provider, or Three Peaks Counseling. 
 
Client Signature: ______________________________  Date: ______________________ 
 
 
I authorize payment of medical benefits to my provider or Three Peaks Counseling for services. 
 
Client Signature: ______________________________  Date: ______________________ 
 

For office use only 
Date:_______________  
 
Insurance Rep___________________________________________ 
 
Effective Date___________ Deductible ____________ Fam Ded_____________  
 
Deductible Remaining____________ 
 
In Network______ Patient Co-Pat/Co-Ins_______________  
 
Maximum Visits or Amount Paid________________ 
 
Authorization Required?______ Authorization #___________________________________ 
 
Out of pocket maximum:  ______________________ 


